Active surveillance (AS) is a management option for prostate cancer (PCa) patients that involves a close monitoring the course of the disease with the goal to intervene with curative intent if cancer progresses. 1 To date, PCa patients are strongly interested in management options designed to preserve their quality of life, mainly because of the potential sexual side effects associated with available curative treatments. 2 However, AS should be reserved to a highly selected group of low-risk patients, and patient selection remains a highly controversial issue. How are patients properly selected? Unfortunately, in 2018 we do not have the answer yet. The criteria most often adopted are outdated and include: Gleason score, number of positive cores, percentage of cancer involvement in every positive core, findings from digital rectal exploration, and prostate specific antigen values. 1 However, they are far from being adequately accurate. Indeed, selection criteria for AS are limited by a lack of prospective, randomized, controlled trials and findings from a formal consensus meeting. 1 Consequently, the risk of misclassification is still high. Multiparametric magnetic resonance imaging (mp-MRI) is gaining growing interest in this clinical scenario. It represents a noninvasive tool with promising performance for selecting low-risk diseases suitable for AS. Indeed, predictive models, including both traditional clinical parameters, and mp-MRI findings have been reported to better discriminate between low and high-risk disease with respect to models, including only traditional parameters. However, the mp-MRI era has just begun and is in undergoing an intense and controversial evolution. In this current issue of Annals of Surgical Oncology, Yu et al. present the results of their retrospective study on 90 PCa patients with Gleason scores B 6 potential candidates to AS who underwent radical prostatectomy between September 2009 and March 2018 designed to investigate the relationship between prebiopsy mp-MRI features, including the prostate imaging reporting and data system version 2.0 (PI-RADS v2), extraprostatic extension, and seminal vesicle invasion, and pathologic outcomes on radical prostatectomy specimen. 3 The authors found that prostate-specific antigen density and PI-RADS score [ 3 were independent predictors for unfavorable pathological features. Interestingly, after replacing digital rectal examination findings with PI-RADS score groups, the model, including conventional Epstein Criteria ? PI-RADS, showed superior accuracy and the discrimination power improved. 3 The authors suggest that, based on the results from the present study, patients with a prebiopsy mp-MRI PI-RADS score [ 3 should be excluded from AS as its positive predictive value for predicting unfavorable disease is as high as 86.3%. 3 The results from the present study improve the existing knowledge about the role of mp-MRI in selecting patients for AS. Indeed, the most innovative aspect is the adoption of the PI-RADS v2. This system was incorporated into radiology and urology practice in early 2015 with the goal to promote standardization and diminishing the variation in the acquisition, interpretation, and reporting of prostate mp-MRI examinations with respect to PI-RADS v1. 4 To date, few studies have reported the use of PI-RADS v2 in evaluating potential candidates for AS. 5 In their retrospective study, Yim et al. found that the PI-RADS v2 together with tumor apparent diffusion coefficient may be a useful marker for predicting insignificant PCa in patients considered for AS. 5 Globally, the findings from the study by Yu et al. are in line with published data and confirm the added value of mp-MRI in improving the accuracy of clinical models in the discrimination of PCa patients to candidate to AS. 6 The PI-RADS v2 cutoff score of 3 in determining insignificant cancer was consistent with previous studies. 5 However, as recognized by the authors, the study has several limitations that may introduce relevant biases: the retrospective single-institution design with limited sample size, the lack of data about the index tumor size on radical prostatectomy specimen that limits the possibility to compare the mp-MRI results, and pathological insignificant PCa. Moreover, as in other studies, biochemical recurrence and PCa-specific survival were not evaluated, and this may represent a limitation as unfavorable pathological characteristics do not always correlate with the prognosis. 5 The PIRADS v2 system itself is still in its infancy and many limitations and ambiguities have been described. 4 Moderate interobserver variability has been identified, even among expert readers and particularly for TZ evaluations. 4 Moreover, PI-RADS v2 is not adequately clear about the distinction between diffusion weighted imaging scores of 3 and [ 3 for nonfocal lesions in the peripheral zone and does not sufficiently address how to classify likely nodular benign prostatic hyperplasia lesions. 4 In next years, a PI-RADS v2.1 will address some of these limitations, together with other minor changes regarding data acquisition parameters and the sector map, thus potentially improving the mp-MRI interobserver variability. 4 Finally, a well-designed, head-to-head comparison between PI-RADS v1 and v2 in the AS clinical scenario would be of interest.
In conclusion, we are still far from the optimum, and patient selection for AS will need future improvements. The role of PI-RADS v2 needs confirmation in further prospective, well-deigned studies. Beyond the role of PI-RADS v2, the most important question remains the following: Does mp-MRI represent the future for AS? Cost issues, heterogeneity in terms of readers' experience, and concordance represent inherent limitations. Novel tools, such as serum, urinary, and tissue biomarkers, are emerging as attractive opportunities in the PCa setting, and their role as adjunctive or alternative to clinical and radiological parameters is under investigation even in the AS setting. 7 
